The eleventh meeting of the Forum on Maternity and the Newborn was chaired by Dr lain Chalmers (Director, National Perinatal Epidemiology Unit, Oxford) who introduced as the first speaker his colleague Ms Jo Garcia (Social Scientist NPEU Oxford). She was speaking in place of Ms Sally Garforth (Research Midwife NPEU Oxford) who had worked with Ms Garcia on the Policy and Practise in Midwifery Study (a national survey complemented by observational field work) and who had prepared the talk which was read to the Forum.
By way of introduction, Jo Garcia outlined the purpose of the study and the way in which it was funded and conducted. (Details of this were also given to the Forum by her at the ninth meeting, and are contained in that report"). Sally Garforth's talk began by observing that although opes figures show a rise in the number of women breastfeeding their infants immediately after birth (51% in 1975, 67% in 1980) and that duration of breastfeeding had also increased, it was nevertheless the case that only 26% of mothers breastfed for as long as the 4 months recommended by the DHSS Working Party in 1974. This raised the question of whether midwives, who are the professionals with whom mothers have most contact during the time that breastfeeding is becoming established, could do anything to improve the situation.
Variations in practice
From the 220 questionnaires returned by consultant units (out of a possible total of 238) it became apparent that in 96% of the consultant units the mother is given her baby at once, or as soon as possible after birth. and in 92% of them mother and baby remain together until and during transfer to postnatal care. When asked about the timing of the first breastfeed, 69% indicated that this took place immediately after the birth, 24% said that it should occur before the mother left the labour ward and 7% made some other response (i.e. 'on warding' or whenever the mother/ baby wish it, etc).
The timing of the first feed was also an aspect that was studied in stage II of the survey, which attempted to complement the data received from questionnaires by exploring the way that policies were carried out in practice, in eight (widely differing and anonymous) health districts. In 43 of the deliveries observed, the woman had chosen to breastfeed. The average time between birth and the first feed was 98 minutes. The first feed was initiated on 14occasions by the midwife (6 of which occurred in one health district). on 10 occasions by the mother and on 3 occasions by the midwife and mother together; on 4 occasions it was an auxilliary nurse (often as she washed the woman after delivery) and on one occasion each a student and an SEN.
In less than half of the first attempts at feeding was any assistance given by the midwife (19/43), 7 had no help at all and the remainder were helped by student midwives, auxiliaries or nursery nurses. An (obviously subjective) assessment was made of the degree of help which the woman received: this ranged from 'intensive help' for 15 women, when help was given to fix the baby to the breast by an attendant who remained throughout the feed, advising when necessary; through 'little help' which 13 mothers received, which consisted of help with initial fixing but nothing further, to mothers who received no help at all.
Variations in attitude
Sally Garforth found tremendous variation in attitudes to breastfeeding not only between the units but between individual midwives. This varied from those who perceived breastfeeding as central to their labour ward work and others who saw it as an optional extra ifthere was time before warding. Some pressure to move women on quickly from the labour ward had been noted, and this had been regretted by some of the women monitored subsequently.
Information on feeding schedules was obtained largely from the response to the questionnaires, from which it appeared that in 97% of units there was a policy of demand feeding. However, when copies of the breastfeeding policies enclosed with the questionnaires were examined it was clear that there were very many interpretations of the term 'demand feeding'. This ranged from feeding the baby whenever he wished for as long as he wished, to restrictions over the length of feeds, the frequency of feeds and the necessity for feeding at night. These differences in interpretation were found to exist not only between policy and practice, but in practices between one part of a unit and another -highlighting the alltoo-common problem of conflicting advice. It was felt that policy discussions followed by intensive inservice training for all levels of staff were necessary to help resolve this problem.
Another area in which it was considered that midwives might be jeopardizing the mother's chances of establishing successful breastfeeding was in their use of additional fluids. Only 30% of the units that responded to the questionnaire were giving no additional fluids; 25% were giving water 'if it was needed' (the most common perceived 'need' being that the baby was thirsty); and 7% were giving it routinely; 38% of units were giving some other fluid, either glucose or formula, either routinely or 'when needed'.
Variations in treatments for engorgement
All the units to which questionnaires were sent were asked how they helped mothers to deal with engorged Report of meeting of Forum on Maternity and the Newborn, 2 December 1985 0141·0768/87/ 010053-06/$02.00/0 ttl 1987 The Royal Society of Medicine breasts. In response, over 38 different treatments were mentioned in varying combinations. Of these the six most common were (in order) analgesia; supporting the breasts with a well-fitting bra or binder; expressing the breasts using an electric breast pump; manual expression; hot bathing of the breasts; and alternate hot and cold flannels. Some advocated gentle massage while others said that stimulation of the breast tissue should be avoided. Some units encouraged demand feeding as a treatment, while others insisted that regular feeds would help. Some advocated ice packs whilsts others used kaolin poultices. Some advised cold compresses, some hot, whilsts others advised alternate hot and cold. Finally, some units would encourage a women to rest the breasts while some would support the woman to continue breastfeeding! The final issue which Sally Garforth considered might have some impact on the success of breastfeeding was the policy of postnatal wards with regard to rooming-in. The response of 60% of the units was that babies were 'roomed-in' all the time, 15% said this was the policy only during the day, and 25% had some other policy: this included rooming-in by day and choice by night, rooming-in by day and the baby taken to the nursery at night, for the first night/first two nights/if the mother was tired.
In conclusion, she drew attention to a leaflet which explained the use of the midwifery process (a tool designed to help midwives give individual care) in which provision was made for mothers who did not want their breastfed babies to receive additional fluids or be removed from their bedside for any reason, to express this view. She regretted that although midwives have progressed far enough in their thinking to regard such views as valid, they still had some way to go before such practices were considered .to be the rule rather than the exception. Although theoretically policies for breastfeeding have shown a remarkable shift in recent years, this has not always been reflected in practice.
Variations in treatments for nipple trauma the second speaker was Sally Inch (midwife, Oxford), who examined the response to the second question that had been asked of all the units in relation to breastfeeding problems, namely how they helped mothers to deal with cracked nipples. A total of 32 treatments were mentioned in the returned questionnaires, of which the 6 most common (in order) were resting the nipple and expressing the milk; Rotersept spray; nipple shields; tincture of benzoin; some form of cream (usually lanolin or lanolin-based): and repositioning the baby at the breast.
She proceeded to examine the extent to which these practices were supported by the available evidence. The relative efficacy and acceptability of 'resting and expressing', nipple shields and repositioning the baby at the breast was determined in a recent Australian study' in which breastfeeding women with cracked nipples were randomly allocated to one of the three forms of.treatment and assessed at the end of 48hours. The trial found that both 'resting and expressing' and 'repositioning' were effective and acceptable methods of healing cracks (in the short term) but that the use of the nipple shield was highly unacceptable, and the recommendation made as a result was that this method of treatment should be abandoned. However, the trial author noted that those women who had developed cracked nipples in hospital were three times as likely as those who had not developed cracked nipples to have stopped feeding because of it, by the time their child was three months old.
Attempts to prevent nipple trauma Ms Inch thus considered it appropriate that the majority of the research that had addressed the problems of nipple-pain and damage had focused on ways of preventing it, rather than treating it when it had occurred. Several researchers had tested the theory that nipple soreness could be prevented by toughening the epithelium of the nipple, either by some form of nipple friction, the application of some form of cream, or the antenatal expression of colostrum. However, several studies had concluded.' -5 that such preparation exerted no beneficial effect on the incidence of nipple damage, nor, in the case of colostrum expression, on lactation itself. Others had tested the possibility that hormonal (stilboestrol) or vitamin (C, A and D, and B) deficiencies might predispose the nipple to damage and were unable to demonstrate any benefit 6 -9 ; indeed, some of the preparations appeared to do harm.
She observed that the nipple 'toughening' theory had been further undermined by researchers 2 • 7 • 10 who had been unable to demonstrate a reduced incidence of soreness in women who had previously breastfed (who, the theory would suggest, would have 'tougher' nipples) compared with those who were breastfeeding for the first time.
Attempts to prevent the nipple from damage by the postnatal application of ointments were also reported to have been largely ineffective in randomized control trials. Water-resistant silicone barrier cream" and lanolin" had not been shown to give better results than a (water only) control group. Efforts to keep the nipple surgically clean, and thus reduce damage, were noted to have been even less successful; both soap and alcohol had been found to cause significantly more nipple trauma than plain water". In view of this it was doubted whether tincture of benzoin (which is 74-80% alcohol) was likely to be any more successful in treating or preventing nipple damage, and it was not surprising that a randomized controlled trial of Rotersept (which contains 30% of 80% alcohol as well as 0.2% chlorhexidine), conducted at Queen Charlotte's Hospital in 1976,had been unable to find any significant difference between the treatment and control group (S Slaven, D Harvey, I Croft, unpublished).
Ms Inch drew attention to the fact that from the evidence presented to the Forum it could be seen that of the six most commonly used treatments identified by the national survey, only two, resting and repositioning, were of any proven benefit. The others were either untested, unacceptable, ineffective or harmful.
Dangers oflimiting feed times
She then went on to consider the results of recent investigations designed to test the value of limiting the length of time the baby is permitted to suck at the breast, and/or limiting the frequency of feeds ll • 12 . These strongly suggested that unrestricted feeding was likely to increase the time (in weeks) for which a mother breastfed her baby, while having no deleterious effects on the incidence of sore nipples. Furthermore, this had been the conclusion drawn over 30 years ago by Illingworth and Stone 13 , whose work seemed inexplicably to have been overlooked. It was unfortunate that in spite of the lack of evidence to support the practice, women were still being advised to restrict feeding times, both directl y l 4 . I 5 and via professionals I 6 • 17 , for it appeared that this advice had repercussions beyond its obvious failure to prevent nipple damage. It has been known for some time '" that the fat content of breast milk rises towards the end of a feed, at the same time as the volume of milk decreases, resulting in high volume} low calorie fore milk at the start of a feed and low volume/high calorie hind milk at the end!". Most recently it has been shown that babies feed for very different lengths of time if left undisturbed at the breast, probably a function of the rate of transfer~f milk between mother and baby20. Thus, although It might be the case that many babies would spontaneously terminate a feed within the 10 minutes regarded by advocates of limiting sucking time as the maximum permitted time, it was likely that for a proportion of babies, with a slow rate of intake, the external imposition of a time limit for feeding wouls ignificantly curtail their calorie intake. (The practical consequences of this were considered by the last speaker.)
A learned technique
In conclusion Ms Inch considered that the fact that so many women developed sore nipples, coupled with the observation that in the majority of cases the condition resolves in spite of treatments that had been shown to be either ineffective or harmful, suggested that breastfeeding was a learned skill that improved with practice; and that since the opportunity to acquire the skill in western culture was largely denied to young women prior to the birth of their~wn babies midwives were likely to be the key factor In a woman's ability to learn the technique before damage was done to her nipples. It therefore behoved midwives to ensure, not only that they understood the principles of attaching a baby to the breast effectively, but that they recommended to breastfeeding women only those practices that had been proven to be effective, lest they inadvertently made matters worse.
Other implications ofinterventions
The final presentation was made by Chloe Fisher (Senior Community Midwife, Oxford) who considered the implications of some of the interventions catalogued by the previous speaker. She began by discussing what she considered to be the principal reason for the disarray that had been so clearly described, namely that midwives have. been taught from textbooks (reasonablymodern ones) and, In the belief that the information they contained was well founded, they have practised what they were taught. From the extracts which she used to illustrate her point, it was clear (from evidence previously presented) that' much of their advice could not be supported by the facts.
She went on to say that if midwives carried out these interventionist practices the effect on the course oflactation, for many women, would be devastating, and this would then serve to confirm what so many midwives had now come to believe -that only a Journal of the Royal Society of Medicine Volume 80 January 1987 55 minority of women are actually capable of breastfeeding satisfactorily. As Sally Garforth's research had demonstrated, the term 'demand feeding' could be very liberally interpreted, and very often incorporated suggestions that the interval between feeds was not less than 2 hours or longer than 5: that sucking time should be limited initially (a suggestion that was not only unhelpful from the point of view of preventing soreness, but was also likely to predispose to engorgement l 3 , for which the treatment in the past had been large doses of stilboestroI 2 1.2 2) ; that both breasts should be used at each feed; and that the ultimate duration of the feed should be limited. The combination of these last two practices could, she felt, cause serious problems.
To illustrate this she asked the Forum to consider the behaviour of 20 six-day-old babies whose feeds were not artificially restricted'". The babies were weighed before the feed, after four minutes of feeding, and again at the point at which the feed was spontaneously terminated. This process was repeated, where possible, on the second breast. Less than half the babies (8) behaved 'classically', i.e. they fed from both breasts and took about 10 minutes on each side. The remainder exhibited a variety of behaviours, including one who took all he required in four minutes. Ms Fisher maintained that it was surely useless to apply rules about the length of a feed which in reality applied to a minority of babies.
Restriction ofhindmilk intake
She then returned to the issue of the changing composition of milk during~feed that had been discussed by Sally Inch, and in relation to a graph showing the changing fat/volume ration of a baby whose unrestricted feed at one breast took 23minutes (Woolridge 1985, unpublished) she asked the audience to consider the effects of restricting that baby to 10 minutes or of insisting that both breasts were used. Research done by Fomon et al. 23 had demonstrated that babies were driven by the need to obtain calories and would take much larger volumes of low-calorie milk than they would of high-calorie milk, in an attempt to gain the required calories. She suggested, therefore, that a baby that was taken from the first breast before it finished spontaneously might also consume a large volume of milk from the second breast in order to try and 'make up' its calories, and even then it might not receive all that it needed.
The possible consequence of this was illustrated by an anecdote. The baby in question was 15 weeks old and had gained only 2 ounces in three weeks. During this period the stools had been green, watery and 'jet-propelled'. Feeds were frequent, 9-12 in 24 hours, several of which took place at night. It was ascertained that the mother had been told that it was necessary to use both breasts at each feed in order to stimulate her milk supply and had therefore been taking her baby off the first breast deliberately. As soon as the mother stopped this practice and allowed the baby to finish the first breast before the second was offered, the stools became normal, and the baby not only began to gain weight but to sleep through the night..
On the basis of Fomon's research it was possible to hypothesize that in its attempt to gain the required calories, this baby had consumed much larger volumes of milk than it would have done if allowed to finish the breast spontaneously. Consequently it may in the process have consumed more lactose (the concentration of which is constant throughout the feed) than its gut was able to absorb. The symptoms of lactose intolerance, she maintained, are identical to those attributed to 'overfeeding' at the beginning of this century, which led the medical profession to recommend that feeds be limited in both frequency and duration. She considered it very worrying that the problem should be caused by the management that was designed to prevent it.
Finally, she noted that a possible relationship which had yet to be explored was that between the limitation of sucking time and the breastfed infant's intake of the fat-soluble vitamin K. She suggested that those members of the medical profession currently considering the need for all breastfed babies to receive prophylactic vitamin K might do well to focus their attention on the possible adverse effects of breastfeeding mismanagement in this respect.
In conclusion, she suggested that some of the obvious disarray in the midwifery profession stemmed from the less obvious but extremely influential disarray in the medical profession. While midwives passed on ill-founded advice and instruction to their colleagues and the women in their care, they risked disrupting a wonderfully programmed human interaction, which gave the mother intense satisfaction and her baby all it required to sustain life for many months.
Discussion
The discussion began by considering practical points of management.' Ms Fisher was asked for her recommendations in dealing with such problems as inadequate milk production, poor weight gain in the infant with loss of appetite and how a baby should be removed from the breast. Her response was that most mothers were capable of producing sufficient milk; the problem was more commonly that of getting the milk into the baby. Both apparent milk insufficiency and loss of interest in the baby often had the same solution, that of ensuring that the baby is properly attached to the breast. As the intake was increased the appetite and interest were likely to return. Her technique for removing the baby from the breast was to displace the nipple sideways in the baby's mouth using her little finger, a technique she would employ only if it was necessary to remove the baby in order to reposition him at the breast. Another midwife suggested that moving the baby towards the breast at the same time was also helpful.
One member of the audience was somewhat surprised at the suggestion that there could be no other reason for wishing to remove the baby from the breast, feeling that it implied that all mothers had the luxury of endless time to devote to feeding their babies.Ms Fisher's reply was that ideally a baby would come off the breast spontaneously in under 10 minutes, but that a baby whose feeding was protracted was probably not feeding effectively and that attention should be given to correct fixing and not to a method of removing the baby from the breast.
Factors affecting success:
There was some speculation on the percentage of women who could breastfeed successfully. It was suggested that in the UK the majority of women need teaching and guidance because they have not only been denied the oppor-tunity to learn by watching others breastfeed, but have also been 'over-exposed' to bottlefeeding, with the result that they attempt to bottlefeed their baby at the breast by offering only the nipple instead of allowing the baby make a teat out of breast tissue and nipple. It was observed that in parts of Africa where women could be seen daily breastfeeding their babies, in markets and other public places, new mothers needed no instruction from professionals and had no problems.
One midwife working in London's East End felt that the women who breastfed most successfully were those who either were oblivious to problems or who had no alternative but to breastfeed. Motivation, self-confidence and continuity of care were also considered by an independent midwife to be reasons why the women that she delivered at home had so few breastfeeding problems. The importance of continuity of care was reinforced by others who noted that cattle could respond dramatically to a change in their caretakers, cows by lowering their milk yield and bulls by becoming impotent.
Lack of instruction in medical training:
The point made in the last presentation that the medical profession were in part responsible for the confusion in midwifery was taken up by a student midwife who asked the doctors present what opinions they held in relation to breastfeeding. An obstetrician and a paediatrician said that they doubted whether the members of their respective professions did much more than pay lip-service to the superiority of breastfeeding, partly because they were unsure how to advise women in the face of the conflicting recommendations given by midwives. One general practitioner felt that medical students, whilst given plenty of reasons why women should breastfeed, received very little instruction on how, and yet when qualified were expected to advise mothers, midwives and health visitors. He felt that since it was primarily the province of midwives, they should be encouraged to sort it out for themselves with the evidence at their disposal. It was also noted that not all the information that was profferred by doctors was as illfounded as that which had been quoted in the presentations14.16.17, but that those who had produced soundly based recommendations 6. 7. 13 were often completely ignored. It was speculated that the writings that were taken up were those that had implications for professional self-image and were directive, whereas the research that was ignored was that which suggested that non-intervention was the better policy.
It was very much regretted that there was so little consistency between breastfeeding policies in different parts of the country and also between policy and practice within one institution, a factor that had been highlighted in Ms Garforth's presentation.
This was thought by the members of the Forum to be complicated by the emotional reaction of some professionals to both babies and breastfeeding. The intensity and closeness of the mother-infant relationship might arouse feelings of envy in observers and interfere with the giving of rational advice, as might their perception of babies as greedy, insatiable beings who could not be safely permitted to terminate a feed spontaneously. It needed to be acknowledged that some midwives actually dislike breastfeeding and need some opportunity to discuss their feelings.
Commercial interests: It was also unfortunate that professional disarray in the physiological management of breastfeeding had allowed commercial organizations to gain a foothold, with the result that largely ineffective treatments,like nipple shields and Rotersept, were the first things that were suggested to breastfeeding women with problems.
Breastfeeding success was also thought to be undermined by the number of items in daily use that carried artificial milk advertising: tape measures, identity tags, crib identification. It was pointed out that this practice was actually in contravention of the WHO code on infant feeding, and that individuals might like to take the matter up with the appropriate health authority, member of Parliament or Euro MP. Copies of the code are readily available from The Baby Milk Action Coalition, 34 Blinco Grove, Cambridge CBI4TS.
It was further suggested that these items were relatively inexpensive and simple to produce and that branches of organizations that wished to promote breastfeeding could offer blank tags and labels to their local hospitals. Hospitals that then persisted in using produce carrying advertising should attract some local media coverage.
One ofthe obstacles to maternal self-confidence, it was suggested, was the lack of realistic, antenatal information. For example, too few women who wished to breastfeed were aware of the frequency with which a baby may feed in the first weeks of life. In one study, babies given free access to the breast during this period had been observed to feed every two hours by the fifth day24 .2 5. If mothers are unaware that this is normal behaviour, they are in danger of regarding the baby's frequent demands as an indication of the inadequacy of their milk supply. A midwife suggested that it might be appropriate to suggest that pregnant women try feeding themselves only when they are hungry for a two-week period and note the times and the quantity of their intake, to see how erratic 'unsocialized' feeding is.
Ways to increase the duration of breastfeeding: There was debate asto whether breastfeedirtg videos or breastfeeding women were the more useful as antenatal teaching aids. Videos allowed women to absorb subliminally the fact that successful breastfeeding was possible and practical, but might not prepare women for possible problems they might encounter. Breastfeeding mothers in person, on the other hand, could talk to women and answer their questions. This could be done both in antenatal clinics, by mothers with tiny babies, and on postnatal wards with babies from newborn up to 12 months.
One of the final contributors drew attention to the fact that (extrapolating from OPCS statistics 2 6 ) there would be 650000 women giving birth in 1986,of which 36000 who started breastfeeding would give up in the first two weeks because of an 'inadequate milk supply'. A further 120000 would give up 2-16 weeks post partum as a result of what they perceived to be an inadequate milk supply. He felt that this was a startling number of women to be seemingly unable to carry out a biologically imperative function, and implied that something was preventing them from doing what they are naturally able to do. That something might well be the system of rules that has been operating for the last few decades. He acknowledged that it would be difficult to replace this system with Journal of the Royal Society of Medicine Volume 80 January 1987 57 one in which it was implicit that there should be no rules, and which stressed the enormous amount of variability between individual mothers and babies. However, he felt that it was up to midwives as a profession, having decided that rules should go, to work out how they would teach mothers to discover what was best for them. As far as policy was concerned it was essential that the advice given in a particular health authority should be standardized, even if the subsequent development of problems meant that it needed to be modified from time to time. One midwife was of the opinion that updating and information-sharing amongst midwives was the place to begin, a view that was shared by the evening's Chairman who urged members of the Royal College of Midwives to convene a working party which included broad representation from other bodies (NCT, La Leche League, Health Visitors, etc.) to estabish what the current evidence suggested was good practice, and what questions were still unanswered and required more research. He hoped that midwives, who should be regarded as the main professional group concerned with this issue, would take the lead in ensuring that this job was undertaken promptly.
Sally Inch
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